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INTRODUCTION
Incisional ventral hernias will develop in 5 of 15% of patients who undergo laparotomy [1, 2] . However, if the wound becomes infected postoperatively, the rate of recurrence may be more than 40% of infected patients [1] . The conventional repair of Incisional ventral hernia is associated with a high incidence of complication and recurrence rate of up to 50% [3] [4] [5] in patients who have repairs without the use of a prosthetic patch. The use of a tension free mesh reduced the rate of recurrence to less than 10% [6, 7] , but not the high overall rate of wound complication [8] [9] [10] . Open repair also requires a large incision, wide dissection, and raising of flaps to dissect the hernia sac and exposure of the prosthesis to the possibility of contamination, which is an important factor predisposing to postoperative infection. Laparoscopic repair of ventral hernia was first reported in 1992 [11] , and has gained popularity because it combines the advantages of mesh reinforcement of the defect with the consequences of minimal access, which include decreased wound infection [12, 13] . The benefits of minimally invasive surgery including decreased postoperative pain and reduced convalescence duration have been clearly demonstrated over the past several years with the advent of laparoscopic and thoracoscopic surgery. The aim of the present study was to determine whether laparoscopic repair of a postoperative ventral hernia was technically feasible, to determine the early results and complications of this operation, and to identify possible limitations of the procedure.
This paper describes a technique for tension-free, 
DISCUSSION
Incisional hernias, which are very complex and serious surgical problems, can be very difficult to repair and are associated with high rate of compli cation and recurrence. Laparoscopic ventral hernia repair is a new technique that can be used with reported advantages, to treat both spontaneous and incisional abdominal wall hernias of average size. The advantages include decreased postoperative pain, short hospitalization, early return to normal activi ties, and superior cosmetic results. Because ePTFE has minimal tendency to adhesion when in contact with tissue, it is the prosthesis selected by most authors [12, 15, 16] . Intraperitoneal use of the ePTFE prosthesis is safe [17] , and does not result in serious complication as have been reported with the use of Marlex mesh, such as bowel obstruction, bowel fistu ralization, and mesh migration [18, 19] . For these reasons, the use of Marlex mesh for intraperitoneal repair of incisional hernia is not justified [13, 20] .
ComposixTM mesh offers the unique advantage of two functionally distinct biomaterial surfaces. One side of the material is polyester, which has a reason able degree of rigidity and shape memory, together with relative transparency that allows easy use in laparoscopy. We relied on this first layer for firm binding to the abdominal wall. The other side of the ePTFE sheet separated the first biomaterial from the underlying bowel, with the aim of preventing adhe sions and their related complications. Although the ePTFE is expensive, the ultimate benefit to the patient, the saving in hospitalization time, and the rapid return to normal activities are sufficient to make the procedure cost effective. Comparative stud ies show a lower incidence of postoperative compli cations with the laparoscopic technique than with the open procedure [11, 12] .
The high prosthesis infection rate reported with open mesh repairs [5, 6, 21] , to which the mesh seems to be a major contributor [22] , was not observed with this laparoscopic approach. Laparoscopic ventral her nia repair permits emplacement of mesh from a distant incision, which may be the reason for the absence of mesh infections in this series. Future refinement of the technique, progress in the technol ogy of prosthetic biomaterials and the methods of their fixation are anticipated. Consequently, it is expected to become the technique of first choice for ventral hernia repair. Because the prosthesis is fixed during abdominal insufflations, tension on it is mini mized. Hence, reduced postoperative pain and a lower incidence of recurrence are expected.
It is clear even from this limited and early expe rience that the laparoscopic technique offers good results with minor discomfort in a very cost-effective manner. It is technically simple, with no significant learning process needed. However, our report pro vides no long-term results. A much longer follow-up period with greater numbers of such repairs is required to determine the true value of this technique and its materials.
The primary goal of our laparoscopic mesh onlay repair was to perform the procedure quickly and eas ily on an outpatient basis, while retaining the low recurrence rate observed with open tension-free mesh techniques. Our early observations suggest that the laparoscopic use of ComposixTM Mesh is safe and effective, with low recurrence and infection rates and a high outpatient rate.
